A n 87-year-old man with a history of coronary artery disease, and having had 1-vessel coronary artery bypass surgery 10 years prior to admission, was admitted in a severe coma to the cardiovascular intensive care unit (CCU) for an acute myocardial infarction complicated by cardiogenic shock. He was intubated and started on inotropic and vasopressor support along with insertion of an intra-aortic balloon pump. In this case, intensive care was withdrawn at the family's request. The team and family agreed that this course of action best honored the patient's wishes. It is sometimes painful to us, as physicians, to admit that our interventions do nothing else but prolong patient suffering. We often encounter situations like this during our fellowship training, especially in the CCU, where we deal with sick and complex patients who also have complicated end-of-life issues; thus, the following are some skills that we should seek to master to effectively and compassionately care for our terminal patients.
venovenous hemodialysis.
On the fourth hospital day, the family reported that the patient had stated on multiple occasions that he would not want to undergo aggressive diagnostic and treatment modalities if he was very sick and the prognosis was grim. The family requested to withdraw invasive and aggressive means of care. All life-sustaining measures were stopped, including inotropes/vasopressors, enteral feedings, the intraaortic balloon pump, and continuous venovenous hemodialysis. He was provided with pain medication (for pain/dyspnea) and sedatives (for distress), with subsequent extubation. A few hours later, he peacefully passed away.
In this case, intensive care was withdrawn at the family's request. The team and family agreed that this course of action best honored the patient's wishes. It is sometimes painful to us, as physicians, to admit that our interventions do nothing else but prolong patient suffering. We often encounter situations like this during our fellowship training, especially in the CCU, where we deal with sick and complex patients who also have complicated end-of-life issues; thus, the following are some skills that we should seek to master to effectively and compassionately care for our terminal patients.
1. Prognostication. Prognostication, along with diagnosis and treatment, is a traditional core clinical skill of every physician (1) and should be part of every clinical encounter. For example, we now know that mortality rates among patients who develop refractory cardiogenic shock range from 50% to 80% and that only one-half of the patients with refractory heart failure who receive mechanical circulatory support survive to hospital discharge (2) . However, in patients with compensated advanced heart failure, this is difficult to predict, because unlike many cancers that are characterized by a steep linear decline in performance status during the last few months of life, heart failure is characterized by unpredictable decompensations and improvements, with a subtler decline over time (3) . Hyponatremia, hypotension, decline in functional status, and cachexia are associated with an increased mortality risk.
Therefore, we should seek to develop a treatment plan but also formulate an individualized prognosis for each of our patients.
2. Communication. Most of the time, we avoid telling the patient that he/she has a terminal illness or that, despite optimal treatment, a severe unpredictable decompensation may happen at any time for many reasons. It could be that we might not feel comfortable with our skills or we do not want to be the bearer of bad news. We want to be optimistic and do not want the patient to suffer.
However, this is not in the patient's best interest.
A study showed that only 37% of patients with advanced heart failure were aware of a poor From the Montefiore Medical Center, The University Hospital for the Albert Einstein College of Medicine, Bronx, New York. It is an exciting time to be a cardiologist. Extensive and evolving research has improved our diagnostic capabilities and our ability to extend life. However, many of our patients have progressive worsening disease that we cannot cure. We have been able to delay their death with an acceptable quality of life.
We should be able to provide a prognosis when our patients' time to die is approaching and prepare them for a dignified death.
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